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Anterior epidural haematoma following subarachnoid block
To the Editor: We have observed an epidural haematoma (EH) in a 64-yr-old female patient admitted for a right-knee fracture. At admission she was not receiving any medication. There was a remote history, 17 yr earlier of possible primary biliary cirrhosis. The only abnormal tests were the serum alkaline phosphatase (ALP) (407 U.L -I) and serum gamma-glutamyi transpeptidase (GGT) (168 U.L-J). Prophylaxis against deep venous thrombosis was undertaken with 5000 U calcium heparinate sc every eight hours. Coagulation status, monitored at the time of surgery, showed platelet count 128.000. ml -j, fibrinogen 397 rag-dl -t, prothrombin time 100%, and activated partial thromboplastin time 30 sec. Spinal anaesthesia was performed 16 hr after the last dose of heparin using a 25-ga Quincke spinal needle at L3-4. Needle placement was easy and free flow of unstained cerebrospinal fluid was obtained at the first attempt. Postoperative medications included diclofenac sodium 75 nag im administered once.
Two days later, a magnetic resonance imaging (MRI) (required due to the appearance of paraesthesiae, perineal numbness and lower extremity weakness) showed an anterior extradural haematoma from La to L4 (Figure) . Laminectomy was performed and a non organized haematoma was drained. One month after surgery the patient was able to walk with the aid of a cane and her bladder paresis was recovering. The EH was located in front of the spinal cord and this uncommon site for EI-I may be linked to the small bore of the spinal needle employed. The lack of feeling during needle placement and the long delay before CSF appeared at the hub may have been the cause of unrecognized dislocation of the needle lip in the anterior area of epidural space. A crucial role in spinal bleeding might be attributed to the use of subcutaneous heparin t,z but other factors in this patient may have contributed and spontaneous bleeding is not excluded. An increase of portal pressure, which may occur with hepatic dysfuntion, may divert blood into epidural veins, which become dilated and prone to bleeding. 3 Although the platelet count was within the normal range, we do not know how well those platelets were fimctioning and what effect liver disease might have on platelet function. Finally, the association between heparin and NSAID.s is considered as a risk factor of bleeding following central neuraxial blockade: A size 4 LMA,.lubricated as betbre, was inserted easily at the first attempt and its cuff inflated with 30 ml room air. It was removed at the end of the 30 minute procedure at 1300. The patient awoke uneventfully in recovery room and was discharged to his room. At approximately 1515 he noticed progressive swelling of the right side of his neck and the right side of his tongue that had not been present when he first awoke. There was no pain or numbness and no symptoms or signs of respiratory obstruction developed at any time. The tongue protuded centrally but its swelling made speech diflicult and two small blisters were observed on the right inferior surface. Diphenhydramine 50 mg iv was given without benefit. The bulk of the tongue made swallowing difficult but he could still eat and drink. Shortly before midnight the swelling began to resolve spontaneously. By the following morning the neck swelling had disappeared completely. There was still minimal residual swelling of the .right side of the tongue with redness on its inferior surface, and speech and swallowing were normal. Ultrasound examination of the neck showed no evidence of venous occlusion of the lingual vein or the internal jugular vein. Further recovery was uneventful. The swelling of the right side of the tongue and neck in this patient occurred two hours after a brief, uneventful anaesthetic. Possible causes include an allergic reaction or angioneurotic oedema, damage to the right hypoglossal nerve, or obstruction to venous return. The most likely explanation appears to be pressure-induced venous thrombosis, although the LMA was inserted easily and atraumatically, it was clinically in good position, the black line was central against the upper gum, and the weight of the lightweight breathing circuit was taken by a tube support (Anesthesia Associates, Inc., San Marcos CA.). We have been unable to find reference to similar transient postoperative tongue swelling through a Medline | search or in textbooks of otolaryngology and oral surgery and would appreciate comments from readers. 
A combination of low dose spinal and general anaesthesia for laparoscopic cholecystectomy
To the Editor: We wish to comment on the recent report on the beneficial effect of coadministration of general and spinal anaesthesia (GSA) for coronary artery bypass surgery. ~ After institutional approval and informed consent we conducted a similar study for laparoscopic cholecystectomy (LC) in 28 patients randomized into two groups. Group 1 or GSA group and Group 2, or general anaesthesia (GA). Both groups received a standardized general anaesthetic protocol consisting of fentanyl, etomidate, isoflurane, and rocuronium. To achieve T4_ s level on the right side patients in Group ! were placed in a left flexed decubitus position in 20" reversed Trendelenburg. Then hypobaric solution of pontocaine 0.2% (0.1 mg.kg -I) and 25 lag fentanyl were administered intrathecally by 25-G spinal needle 2 and GA was induced.
Our data revealed an absence of nausea and a large reduction (66%) of postoperative analgetic consumption in the GSA group. Function of diaphragm 2 and 24 hr postoperatively was preserved in Group 1 compared with Group 2 where noticeable reduction of sustained maximum inspiration (-23 + 4%) was observed 3. No problems were associated with the subarachnoid injection. For the last three years the combined pontocaine/morphine GSA technique was also used in 47 cases of major abdominal procedures. It appears that the described technique offers effective analgesia well into postoperative period, preserves the function of diaphragm, and allows earlier extubation.
